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BACKGROUND: Per- and polyfluoroalkyl substances (PFAS) are widespread environmental contaminants associated with diseases such as cancer and
dyslipidemia. However, few studies have investigated the association between PFAS mixture exposure and mortality in general populations.

OBJECTIVES: This study aimed to explore the association between PFAS mixture, perfluorooctanoic acid (PFOA), and perfluorooctane sulfonic acid
(PFOS) and mortality in U.S. adults by a nationally representative cohort.

METHODS: Adults >18 years of age who were enrolled in the National Health and Nutrition Examination Survey (NHANES) (1999-2014) were
included in our study. Baseline serum concentrations of seven PFAS were measured and individuals were followed up to 31 December 2015. Hazard
ratios (HRs) and confidence intervals (CIs) were estimated using Cox proportional hazards models. Association between PFAS mixture exposure and
mortality was analyzed using the k-means method by clustering PFAS mixtures into subgroups. Association between PFOA/PFOS exposure and mor-
tality was subsequently analyzed in both continuous and categorical models.

REsULTS: During the follow-up period, 1,251 participants died. In the mixture analysis, the k-means algorithm clustered participants into low-, medium-,
and high-exposure groups. Compared with the low-exposure group, participants in the high-exposure group showed significantly higher risks for all-cause
mortality (HR =1.38; 95% CI: 1.07, 1.80), heart disease mortality (HR =1.58; 95% CI: 1.05, 2.51), and cancer mortality (HR =1.70; 95% CI: 1.08, 2.84).
In single PFAS analysis, PFOS was found to be positively associated with all-cause mortality (third vs. first tertile HR = 1.57; 95% CI: 1.22, 2.07), heart
disease mortality (third vs. first tertile HR = 1.65; 95% CI: 1.09, 2.57), and cancer mortality (third vs. first tertile HR = 1.75; 95% CI: 1.10, 2.83), whereas
PFOA exposure had no significant association with mortality. Assuming the observed association is causal, the number of deaths associated with PFOS ex-
posure (>17.1 vs. <7.9ng/mL) was ~ 382,000 (95% CI. 176,000, 588,000) annually between 1999 and 2015, and it decreased to 69,000 (95% CI:
28,000, 119,000) annually between 2015 and 2018. The association between PFOS and mortality was stronger among women and people without
diabetes.

DiscussioN: We observed a positive association between PFAS mixture exposure and mortality among U.S. adults. Limitations of this study include
the potential for unmeasured confounding, selection bias, a relatively small number of deaths, and only measuring PFAS at one point in time. Further
studies with serial measures of PFAS concentrations and longer follow-ups are necessary to elucidate the association between PFAS and mortality
from specific causes. https://doi.org/10.1289/EHP10393

acid (PFOS) are of particular concern because of their persistent
characteristics, wide distribution, and bioaccumulative proper-
ties.’ Although PFOA and PFOS were gradually phased out
globally from 2000 to 2015,” these two chemicals can still be
found in the surface water and soils globally.'®'? A cross-
sectional study conducted in Washington State in 2019 revealed
that PFOA and PFOS can be detected in 86% and 100% breast
milk samples from breastfeeding women, with median levels of

Introduction

Per- and polyfluoroalkyl substances (PFAS) have been produced
since the 1950s and are widely used in multiple commercial appli-
cations, including in surfactants, lubricants, paints, polishes, food
packaging, and fire-retarding foams." As a consequence of the
wide use and their resulting emissions, several of these PFAS
became ubiquitous contaminants that can be easily found in both
humans and wildlife.” Diseases reported to be associated with

PFAS exposure include cancer,” dyslipidemia,* ovarian disor-
ders,” thyroid dysfunction,® and impaired fetal growth.”
Humans are exposed to PFAS mainly through dietary intake.®
Perfluorooctanoic acid (PFOA) and perfluorooctane sulfonic
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30.4 and 13.9ng/L, respectively.'® These results indicate that
PFOA and PFOS remain contaminants of concern. Despite the
extensive studies that have explored the associations between
PFOA/PFOS exposure and human health outcomes, with some
consistent evidence reported on cancer, hypercholesterolemia,
and liver and immune dysfunction,”'* no consistent conclusion
has been reached yet on their links with mortality in general
populations. In addition, few studies have investigated the asso-
ciations between exposure to PFAS mixtures and health out-
comes."? Considering that PFAS usually exist as a mixture, '
statistical models stratifying the study population-based PFAS
mixture may provide further insight into the potential adverse
effects of PFAS exposure on health.

Using the follow-up data from the 1999-2014 National Health
and Nutrition Examination Survey (NHANES), we conducted a
population-based prospective study to explore the relationships
between exposure to PFAS mixtures and human all-cause, heart
disease, and cancer mortality, using an unsupervised clustering
(k-means) method based on the concentrations of seven PFAS in
serum. We also analyzed the associations between exposure of
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two representative PEAS—PFOA and PFOS—and mortality in
U.S. adults, and estimated the number of deaths in U.S. adults
associated with PFOS exposure.

Methods
Study Population

NHANES is a continuously conducted, nationally representa-
tive, and complex cross-sectional survey designed to monitor
the health and nutritional status of the noninstitutionalized U.S.
population.17 We included individuals who were >18 years of
age at baseline (mortality data on participants <18 years of age
are unavailable for public release). The NHANES protocol is in
compliance with the Department of Health and Human Services
Policy for the Protection of Human Research Subjects, and
informed consent was obtained from participants who had
reached the age of maturity in their state (usually >18 years of
age). 1819

Procedures

Baseline information was collected from 1999 to 2014, when
individuals participated in a household interview and a medical
examination, during which they provided blood samples and ba-
sic information such as sex, age, ethnic origin, household income,
education, physical activity, alcohol consumption, smoking sta-
tus, and medical history (including diseases, such as hypertension
and diabetes, and the use of prescription medications). During the
medical examination, weight, height, and blood pressure were
measured. Diet data were derived from food frequency question-
naires obtained from in-person interviews and telephone dietary
interviews.

Concentrations of PFAS, total cholesterol, cotinine, and creati-
nine were measured in blood samples collected during the medical
examination. The detailed specimen collection and processing
instructions are reported in the NHANES Laboratory/Medical
Technologists Procedures Manual.>® PFAS were quantified in se-
rum by solid-phase extraction—high-performance liquid chroma-
tography—turbo-ionspray ionization—tandem mass spectrometry
(SPE-HPLC-TCI-MS/MS). The limit of quantification (LOQ) was
0.1 ng/mL for both PFOA and PFOS. The LOQs for other PFAS
are presented in Table S1. Samples with PFAS concentrations
below the LOQ were substituted with the value of the LOQ divided
by the square root of 2.

A detailed descrizption of mortality linkage methods has been
reported previously.! Briefly, based on a series of identifiers,
such as social security number and date of birth, the National
Center for Health Statistics (NCHS) linked participants in NHANES
1999-2014 to the underlying causes of death in the National Death
Index using probabilistic matching criteria. Participants were fol-
lowed up to 31 December 2015. If a match was not made with the
National Death Index, that person was assumed to be alive as of that
date. For the 1999-2006 NHANES, nine cause-specific death catego-
ries were included in the public-use linked mortality files, whereas for
the 2007-2014 NHANES, only two cause-specific death categories
(heart disease and cancer) were included in the public-use linked mor-
tality files owing to the short follow-up time and small sample sizes
for the other cause-specific death categories.

Statistical Analysis

Statistical analyses were conducted using SAS (version 9.4; SAS
Institute, Inc.), and p < 0.05 was considered as statistically signif-
icant. Results regarding percentiles, means, point estimates,
and risk estimates were adjusted using the provided specific
sample weights to account for the complex survey design of
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the NHANES and to make these data representative of the U.S.
civilian noninstitutionalized resident population. According to
the weight selection guideline,” mobile examination center
(MEC) weights of subsamples for PFAS detection were used in
this study. The SAS code for the weight adjustment procedure is
provided in Table S2.

We calculated Pearson correlation coefficients to evaluate the
correlations among serum concentrations of seven PFAS. For
PFAS mixture analysis, we applied the k-means method to cate-
gorize participants into different clusters based on the log-
transformed serum concentrations of seven PFAS. The k-means
algorithm is a non—-model-based method that can be used to cate-
gorize mixture data.”>** The k-means algorithm constructs clus-
ters so that the squared Euclidean distance between the row
vector for any object and the centroid vector of its respective
cluster is at least as small as the distances to the centroids of the
remaining clusters.”> The optimal number of clusters was deter-
mined by the elbow method,” and the subgroups were dimen-
sionality reduced and visualized by t-Distributed Stochastic
Neighbor Embedding (t-SNE). We assessed the relationship
between PFAS coexposure and population mortality by a categor-
ical model based on the clusters obtained from the k-means algo-
rithm. To clarify the association between single PFAS exposure
and human mortality, PFOA and PFOS were selected for further
analysis given that they had the highest detection rates and con-
centrations in our study population (Table S3) and are also the
two most studied PFAS traditionally. Five-knot restricted cubic
splines were fitted to estimate exposure-response curves of serum
PFOA/PFOS concentrations and all-cause, heart disease, and can-
cer mortality. Categorical analysis on PFOA/PFOS was also con-
ducted by categorizing participants into three groups based on the
tertiles of serum concentrations.

We calculated hazard ratios (HRs) and confidence intervals
(ClIs) for PFAS mixture/PFOA/PFOS exposure using Cox propor-
tional hazards models. The proportional hazards assumption was
evaluated by Schoenfeld residuals,?® and none of the models vio-
lated the assumption. As defined by the NHANES protocol, partici-
pant’s survival was the time between the medical examination and
the date of death, the participant’s 90th birthday, or 31 December
2015, whichever came first.?' Variables widely recognized as
potential confounders for mortality were evaluated: age (continu-
ous), sex (male and female), race/ethnicity [self-reported as non-
Hispanic White, non-Hispanic Black, Mexican American, and
other (including other Hispanic, other race, and multiracial)],
education (with or without high school education), household
income (<$20,000 or >$20,000/y), smoking status (never, former
smoker, or current smoker), alcohol consumption (<1 d/wk or
>1 d/wk), physical activity (0-14 times or > 15 times/month),
hypertension (defined as systolic blood pressure >140 mmHg
or diastolic blood pressure >90 mmHg), diabetes (self-reported
yes or no), and body mass index (BMI) [normal weight
(<25.0kg/m?), overweight (25.0-29.9kg/m?), and obesity
(>30.0kg/ m?)]. Blood pressure was measured three to four times
for each participant, and the average value (in millimeters mer-
cury) was calculated by excluding the first reading and using the
remaining measures. Dietary habits were assessed by the Healthy
Eating Index derived from food frequency questionnaires and
scored on a scale from 1 to 100%” and were categorized into tertiles.
We estimated creatinine clearance rate (Ccr, in milliliters per
minute) using serum creatinine levels based on the formula:
Cer (mL/min) = (140-Age [y] x Body weight [kg]) /(72 X Scr [mg/dL]).
Cecr for female participants is multiplied by 0.85 based on the
results of the above formula. Finally, we included serum total
cholesterol concentration (in milligrams per deciliter) and se-
rum cotinine amount (in nanograms per milliliter) as continuous
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Figure 1.Pearson correlation analysis on serum concentrations of seven
PFAS in NHANES participants (1999-2014, n=11,747). The most signifi-
cant correlation was observed between serum concentrations of PFUA and
PFDE (correlation =0.830). Serum concentrations of other PFAS showed
weak-to-moderate correlations (0.02 < correlation <0.50). Samples with se-
rum PFAS concentrations below the LOQ were substituted with the value of
the LOQ divided by the square root of 2. Note: LOQ, limit of quantification;
MPAH, 2-(N-methyl-perfluorooctane sulfonamido) acetic acid; NHANES,
National Health and Nutrition Examination Survey; PFAS, per- and poly-
fluoroalkyl substances; PFDE, perfluorodecanoic acid; PFHS, perfluorohex-
ane sulfonate acid; PENA, perfluorononanoic acid; PFOA, perfluorooctanoic
acid; PFOS, perfluorooctane sulfonic acid; PFUA, perfluoroundecanoic acid.

measures. Missing data on covariates were processed using the multi-
ple imputation algorithm.”® Only variables that were significantly
associated with the exposure levels of PFAS mixture/PFOA/PFOS
were chosen as confounders. Associations between confounders and
mortality were also estimated using Cox proportional hazards models.

We calculated population attributable fractions for PFOS ex-
posure using the method proposed by Levin to estimate the pro-
portional reduction in mortality from 1999 to 2015 that would
occur if the recorded amounts of PFOS in serum in the entire
U.S. population >18years of age reduced from >17.1 ng/mL
(third tertile) to <7.9 ng/mL (first tertile).29’30 CIs for population
attributable fractions were calculated using a substitution method
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proposed by Daly.>! Numbers of deaths were calculated based on
the average annual number of deaths from all causes, heart dis-
ease, and cancer from 1999 to 2015, which are available from the
NCHS National Vital Statistics System website.** To estimate the
number of deaths associated with PFOS exposure in recent years,
we calculated the proportion of the population with serum PFOS
concentration at >17.1 ng/mL and the proportion of the popula-
tion with serum PFOS <7.9ng/mL using data of NHANES
2015-2018. The population attributable fractions were estimated
by comparison of the HR in the highly exposed population (serum
PFOS >17.1 ng/mL) with the HR in the lowly exposed po;z)ulation
(serum PFOS < 7.9 ng/mL) weighted by their proportions.®?
Sensitivity analyses were conducted by making several
adjustments on confounders, such as age, hypertension, dietary
habits, and smoking status. These adjustments were character-
izing serum concentrations of PFAS as continuous variables
instead of the three-categorized PFAS mixture; characterizing
age as a categorical variable (<50 or >50 y) instead of as a
continuous variable; adjusting for hypertension status by
defining hypertension as systolic blood pressure >140 mmHg,
diastolic blood pressure >90 mmHg, or use of anti-hypertension
drugs; adjusting for continuous systolic blood pressure and dia-
stolic blood pressure instead of categorical measures; adjusting for
continuous healthy eating index instead of categorical evaluations;
adjusting for amount and duration of smoking among past and cur-
rent smokers instead of simply classifying smoking history as
never, former, and current smoker. Considering that participants
who die might go through a period of illness before death, during
which whose intake of food (and consequently, PFAS) might
decrease, we also performed a sensitivity analysis excluding sub-
jects who died within a year of blood draw. Finally, using a log-
likelihood ratio test, we assessed potential effect modification of
key characteristics, including sex, age, race/ethnicity, hyperten-
sion, smoking status, diabetes, and obesity, on the relation between
PFOS exposure and all-cause, heart disease, and cancer mortality.

Results

Correlations among Serum Concentrations of Seven PFAS

After excluding three PFAS [2-(N-ethyl-perfluorooctane sulfona-
mido) acetic acid (EPAH), perfluorooctane sulfonamide (PFSA),
and perfluorobutane sulfonic acid (PFBS)], whose serum concen-
trations were not measured in one or more NHANES cycles from
1999 to 2014, and two PFAS [perfluorododecanoic acid (PFDO)
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Figure 2. t-SNE visualization of k-means clustering of NHANES participants (1999-2014, n=11,747) based on serum concentrations of PFAS. Three sub-
groups (low-, medium-, and high-exposure groups) were obtained based on the mixture of (A) total PFAS, (B) PFAS excluding PFOA, and (C) PFAS exclud-
ing PFOS. Samples with serum PFAS concentrations below the LOQ were substituted with the value of the LOQ divided by the square root of 2. Note: LOQ,
limit of quantification; NHANES, National Health and Nutrition Examination Survey; PFAS, per- and polyfluoroalkyl substances; PFOA, perfluorooctanoic
acid; PFOS, perfluorooctane sulfonic acid; t-SNE, t-Distributed Stochastic Neighbor Embedding.
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Table 1. Comparison of serum PFAS concentrations of the NHANES participants (1999-2014, n=11,747) among three subgroups divided by k-means

method.

Serum concentrations (GM + SE and medians and quartiles) of PFAS in subgroups
divided by k-means method (ng/mL)

p-Value

p-Value

PFAS mixtures Low Medium High (medium vs. low) (high vs. medium)
Total PFAS n 3,913 5,491 2,343 — —
MPAH 0.118 +£0.002 0.253 +0.006 0.385 +0.006 <0.001 <0.001
0.100 (0.070, 0.200) 0.300 (0.120, 0.400) 0.300 (0.300, 0.700)
PFDE 0.159 +£0.002 0.241 +£0.002 0.701 +0.010 <0.001 <0.001
0.180 (0.100, 0.200) 0.200 (0.200, 0.300) 0.600 (0.500, 0.900)
PFHS 0.781+0.014 2.193 +£0.029 2.554+0.052 <0.001 <0.001
0.900 (0.500, 1.400) 2.100 (1.300, 3.400) 2.500 (1.520, 4.100)
PFNA 0.605 +0.008 0.956 +0.008 2.301+0.031 <0.001 <0.001
0.656 (0.440, 0.900) 1.000 (0.738, 1.312) 2.132 (1.640, 3.000)
PFOA 1.607 £0.020 3.920+0.033 5.324 +0.083 <0.001 <0.001
1.770 (1.200, 2.400) 3.900 (2.900, 5.300) 5.400 (3.700, 7.700)
PFOS 4.293 +0.064 15.609 +£0.157 23.134 +£0.398 <0.001 <0.001
4.860 (3.080, 6.890) 15.200 (10.500, 22.700) 22.600 (14.600, 35.400)
PFUA 0.113 £0.001 0.158 +£0.001 0.423 +0.008 <0.001 <0.001
0.100 (0.070, 0.160) 0.140 (0.140, 0.200) 0.400 (0.270, 0.600)
PFAS excluding PFOA n 4,160 5,327 2,260 — —
MPAH 0.117 +0.002 0.234 +0.006 0.427 +0.006 <0.001 <0.001
0.100 (0.070, 0.200) 0.300 (0.120, 0.400) 0.300 (0.300, 0.700)
PFDE 0.163 +0.002 0.246 +0.002 0.709 +0.011 <0.001 <0.001
0.190 (0.100, 0.200) 0.200 (0.200, 0.300) 0.640 (0.500, 0.900)
PFHS 0.835+0.015 2.244+0.030 2.471+0.052 <0.001 <0.001
0.910 (0.500, 1.500) 2.120 (1.370, 3.500) 2.400 (1.500, 3.960)
PFNA 0.633 +0.008 0.965 +0.009 2.282+0.032 <0.001 <0.001
0.700 (0.492, 0.920) 1.000 (0.710, 1.340) 2.110 (1.600, 3.034)
PFOS 4.522 +0.065 16.532+0.170 22.319+0.392 <0.001 <0.001
5.100 (3.200, 7.300) 16.200 (11.200, 24.100) 21.900 (14.000, 34.300)
PFUA 0.112+0.001 0.157 +0.002 0.444 +0.008 <0.001 <0.001
0.100 (0.070, 0.150) 0.180 (0.140, 0.200) 0.400 (0.300, 0.700)
PFAS excluding PFOS n 4,133 5,180 2,434 — —
MPAH 0.117 £0.001 0.222 +0.005 0.442 +0.006 <0.001 <0.001
0.100 (0.070, 0.200) 0.300 (0.1100, 0.300) 0.400 (0.300, 0.710)
PFDE 0.161 £0.002 0.241 +0.002 0.668 +£0.010 <0.001 <0.001
0.190 (0.100, 0.200) 0.200 (0.200, 0.300) 0.600 (0.400, 0.900)
PFHS 0.807 +0.014 2.305+0.031 2.370 £0.048 <0.001 0.028
0.900 (0.500, 1.400) 2.200 (1.400, 3.500) 2.300 (1.400, 3.800)
PFNA 0.611+0.007 0.959 +0.008 2.216 +0.030 <0.001 <0.001
0.660 (0.480, 0.902) 1.000 (0.700, 1.312) 2.050 (1.558, 2.900)
PFOA 1.677 £0.021 3.994 +0.036 5.070+0.078 <0.001 <0.001
1.850 (1.250, 2.570) 4.000 (2.900, 5.500) 5.100 (3.500, 7.400)
PFUA 0.113+£0.001 0.157 +£0.002 0.413 +0.008 <0.001 <0.001

0.100 (0.070, 0.160)

0.140 (0.140, 0.200)

0.400 (0.230, 0.600)

Note: GMs and medians were weight-adjusted using NHANES-specified sampling weights. p-Values were calculated using Mann—Whitney U test. Samples with test values below the
LOQ were substituted with the value of the LOQ divided by the square root of 2. —, not applicable; GM, geometric mean; LOQ, limit of quantification; MPAH, 2-(N-methyl-
perfluorooctane sulfonamido) acetic acid; NHANES, National Health and Nutrition Examination Survey; PFAS, per- and polyfluoroalkyl substances; PFDE, perfluorodecanoic
acid; PFHS, perfluorohexane sulfonate acid; PENA, perfluorononanoic acid; PFOA, perfluorooctanoic acid; PFOS, perfluorooctane sulfonic acid; PFUA, perfluoroundecanoic

acid; SE, standard error.

and perfluoroheptanoic acid (PFHP)], whose detection rates in
the population were ~ 10% or less, seven PFAS [2-(N-methyl-
perfluorooctane sulfonamido) acetic acid (MPAH), perfluor-
odecanoic acid (PFDE), perfluorohexane sulfonate acid (PFHS),
perfluorononanoic acid (PFNA), PFOA, PFOS, and perfluorounde-
canoic acid (PFUA)] were included in the mixture analysis. A total
of 11,747 participants with valid serum concentrations of these
seven PFAS were included in the present study. The highest
detection rates were observed for PFOS and PFOA, with
~99% of participants showing serum concentrations higher
than the LOQ (Table S3). Concentrations of serum PFOA and
PFOS, which ranged from 0.07 to 123 and from 0.07 to
435ng/mL, respectively, were both skewed distributed with
long tails to the right (Figure S1). The medians and quartiles of
serum PFOA and PFOS concentrations at baseline were 3.27
(2.00, 5.00) and 11.60 (6.40, 22.40) ng/mL, and the geometric mean
(GM) concentrations [mean + standard error (SE)] were 3.09 +0.03
and 10.96 + 0.12 ng/mL, respectively (Table S3). The distributions
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of the other five PFAS were also skewed with long tails to the right
(Figure S1), and the concentrations and detection rates are provided
in Table S3. The largest correlation was observed between serum
concentrations of PFUA and PFDE (correlation =0.830). Serum
concentrations of other PFAS showed weak-to-moderate correlations
(0.02 < correlation < 0.50) (Figure 1).

Confounders for PFAS Mixture/PFOA/PFOS Exposure

A total of 11,747 participants were clustered into three subgroups
according to the serum concentrations of seven PFAS (Figure
2A), PFAS excluding PFOA (Figure 2B), and PFAS excluding
PFOS (Figure 2C). Concentrations of each PFAS were signifi-
cantly different among the three subgroups, with the highest se-
rum concentrations in the high-exposure group and the lowest
concentrations in the low-exposure group (Table 1). Exposure
levels of PFAS mixture/PFOA/PFOS were significantly associ-
ated with sex, age, race/ethnicity, smoking status, physical
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Adjusted HR

Ref

1.31 (0.83, 2.16)

1.70 (1.08, 2.84)
Ref

0.99 (0.60, 1.62)

1.06 (0.68, 1.71)
Ref

1.26 (0.75, 2.06)

1.75 (1.10, 2.83)

Unadjusted HR
Ref

1.58 (1.05, 2.46)

2.05(1.27,3.19)
Ref

1.10 (0.70, 1.70)

1.23 (0.83, 1.83)
Ref

1.45 (0.95, 2.25)

2.13 (1.41,3.27)

Cancer mortality

Deaths/observations
(n/N)
43/3,913
135/5,491
70/2,343
59/3,913
74/3,842
115/3,992
39/3,886
79/3,917
130/3,944

Adjusted HR

Ref

1.14 (0.76, 1.74)

1.58 (1.05, 2.51)
Ref

1.13(0.78, 1.67)

1.15(0.73, 1.73)
Ref

1.19 (0.78, 1.80)

1.65 (1.09, 2.57)

Unadjusted HR
Ref

1.38 (0.98, 1.87)

1.81 (1.20, 2.62)
Ref

1.28 (0.92, 1.79)

1.30 (0.96, 1.83)
Ref

1.40 (0.96, 2.05)

1.88 (1.34,2.75)

Heart disease mortality

Deaths/observations
(n/N)

81/3,913
184/5,491
107/2,343
100/3,913
128/3,842
144/3,992

62/3,886
129/3,917
181/3,944

Adjusted HR

Ref

1.02 (0.78, 1.33)

1.38 (1.07, 1.80)
Ref

1.10 (0.86, 1.41)

1.22 (0.93, 1.58)
Ref

1.13 (0.86, 1.44)

1.57 (1.22,2.07)

Unadjusted HR
Ref

1.15 (0.90, 1.45)

1.62 (1.33,1.97)
Ref

1.29 (1.06, 1.58)

1.34 (1.11, 1.61)
Ref

1.36 (1.08, 1.70)

1.83 (1.50, 2.31)

All-cause mortality

(n/N)
313/3,913
532/5,491
406/2,343
322/3,913
418/3,842
511/3,992
199/3,886
372/3,917
680/3,944

Note: HRs were estimated using Cox proportional hazards models and were weight adjusted using NHANES-specified sampling weights. Missing data on covariates were processed using the multiple imputation algorithm. Samples with test

Deaths/observations
“HRs were adjusted for PFAS excluding PFOS (categorized into three groups based on k-means algorithm), sex, age, race/ethnicity, education, smoking status, physical activity, hypertension, healthy eating index, Ccr, serum total cholesterol,

"HRs were adjusted for PFAS excluding PFOA (categorized into three groups based on k-means algorithm), sex, age, race/ethnicity, smoking status, alcohol intake, physical activities, hypertension, diabetes, healthy eating index, Ccr, serum
and serum cotinine.

values below the LOQ were substituted with the value of the LOQ divided by the square root of 2. BMI, body mass index; Ccr, creatinine clearance rate; CI, confidence interval; HR, hazard ratio; LOQ, limit of quantification; NHANES,
total cholesterol, and serum cotinine.

Table 3. HRs (95% Cls) for PFAS mixture/PFOA/PFOS exposure and mortality risk in the NHANES follow-up study from 1999-2014 to 31 December 2015 (n=11,747).
National Health and Nutrition Examination Survey; PFAS, per- and polyfluoroalkyl substances; PFOA, perfluorooctanoic acid; PFOS, perfluorooctane sulfonic acid; Ref, reference.

“HRs were adjusted for sex, age, race/ethnicity, smoking status, alcohol intake, physical activity, hypertension, healthy eating index, BMI, Ccr, serum total cholesterol, and serum cotinine.

PFOA [tertile (ng/mL)

First (<2.4)
PFOS [tertile (ng/mL)]°

Total PFAS (exposure)”
First (<7.9)

Low

Medium

Second (2.4-4.3)
Third (>4.3)
Second (7.9-17.1)
Third (>17.1)

Categories
High

activity, hypertension, dietary habits, renal function, and serum
total cholesterol and serum cotinine concentrations (Table 2).
Other confounders included alcohol consumption and BMI for
PFAS mixture exposure; alcohol consumption, diabetes, and
PFAS mixture (excluding PFOA) for PFOA exposure; educa-
tion and PFAS mixture (excluding PFOS) for PFOS exposure
(Table 2). Confounders for PFAS mixture (excluding PFOA)
exposure included age, sex, race/ethnicity, smoking status, alco-
hol consumption, physical activity, hypertension, BMI, Ccr,
and serum total cholesterol, serum cotinine, and serum PFOA
concentrations. Confounders for PFAS mixture (excluding
PFOS) included age, sex, race/ethnicity, family income, smok-
ing status, alcohol consumption, physical activity, hypertension,
BMI, Ccr, and serum total cholesterol, serum cotinine, and se-
rum PFOS concentrations (Table S4).

Association between PFAS Exposure and Risk of Mortality

During the median follow-up of 81 months (interquartile range:
46-112 months), 1,251 participants died. Of these deaths, 29.7%
(372) were from heart disease and 19.8% (248) from cancer. After
adjusting for confounders, higher levels of PFAS mixture were sig-
nificantly associated with higher risk of all-cause mortality (high-
vs. low-exposure group HR = 1.38; 95% CI: 1.07, 1.80), heart dis-
ease mortality (high- vs. low-exposure group HR =1.58; 95% CI:
1.05, 2.51), and cancer mortality (high- vs. low-exposure group
HR =1.70; 95% CI: 1.08, 2.84) (Table 3). Further analysis on sin-
gle PFAS by restricted cubic splines showed that serum PFOS con-
centrations were positively correlated with all-cause, heart disease,
and cancer mortality (Figure 3A—C), whereas serum PFOA con-
centrations had no significant association with mortality (Figure
3D-F). Positive associations between PFOS exposure and all-
cause mortality (third tertile vs. first tertile HR =1.57; 95% CIL:
1.22, 2.07), heart disease mortality (third tertile vs. first tertile
HR =1.65; 95% CI: 1.09, 2.57), and cancer mortality (third tertile
vs. first tertile HR = 1.75; 95% CI: 1.10, 2.83) were also observed
in the adjusted categorical models based on the tertiles of serum
PFOS concentrations (Table 3 and Figure 4). There was no signifi-
cant association between PFOA and mortality risk in the categori-
cal analysis (third tertile vs. first tertile, all-cause mortality
HR =1.22;95% CI: 0.93, 1.58; heart disease mortality HR = 1.15;
95% CI: 0.73, 1.73; cancer mortality HR = 1.06; 95% CI: 0.68,
1.71) (Table 3). Associations between other key characteristics
and mortality are also shown in Figure 4. Notably, we found that
the positive association between PFAS mixture exposure and mor-
tality persisted after excluding PFOA (high- vs. low-exposure
group, all-cause mortality HR = 1.40; 95% CI: 1.08, 1.86; heart
disease mortality HR = 1.54; 95% CI: 1.03, 2.32; cancer mortality
HR =1.68; 95% CI: 1.06, 2.89), whereas the positive correlation
between PFAS mixture and mortality no longer existed after
excluding PFOS (high- vs. low-exposure group, all-cause mortal-
ity HR=0.86; 95% CI. 0.65, 1.13; heart disease mortality
HR =1.08; 95% CI: 0.69, 1.80; cancer mortality HR =0.93; 95%
CI: 0.55, 1.57) (Table 4).

Number of Deaths Potentially Attributed to PFOS Exposure

We next evaluated the population attributable fractions to esti-
mate the proportional reduction in all-cause, heart disease, and
cancer mortality that would occur if serum PFOS concentrations
declined from >17.1 to <7.9ng/mL in U.S. adults. The adjusted
population attributable fraction for all-cause mortality was 15.4%
(95% CIL: 7.1, 23.7), equivalent to 382,000 (95% CI: 176,000,
588,000) deaths/y (Table 5). Adjusted population attributable
fractions were 16.9% (95% CI: 3.1, 29.2) for heart disease mortal-
ity and 18.7% (95% CI: 3.5, 31.1) for cancer mortality, equivalent
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Figure 3. Distributions of serum PFOA/PFOS concentrations and dose-response curves of serum PFOA/PFOS concentrations and mortality in the NHANES follow-
up study from 1999-2014 to 31 December 2015 (n = 11,747). Distributions of serum PFOS concentrations and adjusted HRs with 95% Cls for (A) all-cause mortality,
(B) heart disease mortality, and (C) cancer mortality. Distributions of serum PFOA concentrations and adjusted HRs with 95% Cls for (D) all-cause mortality, (E) heart
disease mortality, and (F) cancer mortality. HRs were estimated using Cox proportional hazards models and were weight adjusted using NHANES-specified sampling
weights. HRs for PFOS exposure were further adjusted for PFAS excluding PFOS (categorized into three groups based on k-means algorithm), sex, age, race/ethnicity,
education, smoking status, physical activity, hypertension, healthy eating index, Ccr, serum total cholesterol, and serum cotinine. HRs for PFEOA exposure were further
adjusted for PFAS excluding PFOA (categorized into three groups based on k-means algorithm), sex, age, race/ethnicity, smoking status, alcohol intake, physical activ-
ities, hypertension, diabetes, healthy eating index, Ccr, serum total cholesterol, and serum cotinine. Missing data on covariates were processed using multiple imputation
algorithm. Samples with test values below the LOQ were substituted with the value of the LOQ divided by the square root of 2. Note: Ccr, creatinine clearance rate; CI,
confidence interval; HR, hazard ratio; LOQ, limit of quantification; NHANES, National Health and Nutrition Examination Survey; PFAS, per- and polyfluoroalkyl sub-
stances; PFOA, perfluorooctanoic acid; PFOS, perfluorooctane sulfonic acid.

All cause mortality Heart disease mortality Cancer mortality

Factor

Number of deaths/Number of Forest plots HRs (95% CIs) Number of deaths/Number of Forest plots HRs (95% CIs) Number of deaths/Number of Forest plots HRs (95% CIs)

observations observations observations

PFOS
Tertile 1 (Ref) 199/3886 62/3886 39/3886
Tertile 2 372/3917 - 1.13 (0.86,1.44) 129/3917 Hi= 1.19(0.78,1.80) 79/3917 == 126 (0.75,2.06)
Tertile 3 680/3944 - 1,57 (1.22,2.07) 181/3944 —— 165 (1.09,2.57) 130/3944 —— 175 (1.10,2.83)
Sex
Female (Ref) 524/6066 152/6066 99/6066
Male 727/5681 a 1.71 (1.46,2.00) 220/5681 - 2.01(155,2.62) 149/5681 - 1.46 (0.99,2.12)
Age (Continous) - o 1.08 (1.07,1.09) - P 1.08 (107, 1.10) = P 1.08 (1.07,1.10)
Race/ethnicity
Non-Hispanic white (Ref) 734/5274 219/5274 144/5274
Mexican-American 205/2219 = 116 0.91,1.49) 5212219 & = 1.06 0.67,1.67) 3412219 = 1.140.62,198)
Non-Hispanic black 222/2421 = 131(108,1.57) S8i2425, [ 130 (093,182) SUi2a2s 62 124(0.75,2.10)
Other. 90/1827 B 1.15(095,139) 33/1827 I 1.25(0.91,1.73) 20/1827 e 135 (0.83,2.15)
Education
‘Without high school education (Ref) 845/5940 252/5940 153/5940
With high school education 406/5807 - 075 (0.64,0.88) 120/5807 g 0.73 (0.55,0.95) 95/5807 -, 098(0.71,1.37)
Smoking
Never (Ref) 527/6414 155/6414 81/6414
Current smoker 511/2861 = 124/(1.05,1.47) 152/2861 %= 1.19 (0.89,1.59) 115/2861 =% 179 (1.19,2.68)
Former smoker 2132472 Bl 193 (154,2.43) 6512472 o 165 (1.10,2.49) 52/2472 == 274 (167,4.49)
Physical activity
0-14 times/month (Ref) 777/7259 238/7259 161/7259
> 15 times/month 474/4488 L 093 (0.79,1.09) 134/4488 -+ 0.89 (0.67,1.19) 87/4488 = = 094 (0.66,1.34)
Hypertension
Without hypertension (Ref) 74919566 210/9566 171/9566
With hypertension 502/2181 = 1.14 (098,1.33) 162/2181 o~ 1.41(1.08,1.85) 77/2181 — 0.81(0.58,1.13)
Healthy eating habits
Tertile 1 (Ref) 627/3943 168/3943 107/3943
Tertile 2. 387/3876 -of 084 (0.67,1.04) 147/3876 — 0.85(0.58,1.18) 99/3876 — 095 (0.60,1.54)
Tertile 3 237/3928 bt | 0.77 (0.62,0.95) 57/3928 —o—| 0.63 (041,0.90) 42/3928 — 0.75 (0.46, 1.20)
Cer (mL/min)
>70 (Ref) 627/9948 168/9948 154/9948
50to 70 289/1119 = 1.28 (1.03,1.58) 80/1119 o 1.11(0.77,1.61) 53/1119 fo— 1.18 (0.70,1.99)
30 t0 49.9 261/554 el 197 (1.55,2.50) 94/554 —— 2.29(1.53,3.43) 34/554 —e 0.95 (0.53, 1.68)
<30 74126 - 3.51(2.53,4.88) 30126 —— 425 (242,747) 7126 —_—— 179 (0.68,4.71)

Figure 4. Adjusted HRs with 95% ClIs for all-cause, heart disease, and cancer mortality in the NHANES follow-up study from 1999-2014 to 31 December 2015
(n=11,747). Adjusted HRs are shown as green squares, orange dots, and cyan diamonds and 95% Cls as horizontal lines for all-cause, heart disease, and cancer mor-
tality, respectively. Age variables were treated as continuous values. HRs were estimated using Cox proportional hazards models and were weight adjusted using
NHANES-specified sampling weights. Other adjusted variables include PFAS excluding PFOS (categorized into three groups based on k-means algorithm), sex,
age, race/ethnicity, high school education, smoking status, hypertension, healthy eating index, serum total cholesterol, and serum cotinine. Missing data on covari-
ates were processed using multiple imputation algorithm. Samples with test values below the LOQ were substituted with the value of the LOQ divided by the square
root of 2. Note: CI, confidence interval; Ccr, creatinine clearance rate; HR, hazard ratio; LOQ, limit of quantification; NHANES, National Health and Nutrition
Examination Survey; PFAS, per- and polyfluoroalkyl substances; PFOS, perfluorooctane sulfonic acid; Ref, reference.
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Table 4. HRs (95% Cls) for PFAS (excluding PFOA) Mixture/PFAS (excluding PFOS) mixture exposure and mortality risk in the NHANES follow-up study from 1999-2014 to 31 December 2015 (n=11,747).

Environmental Health Perspectives

Cancer mortality

Heart disease mortality

All-cause mortality

Deaths/observations

Deaths/observations

Deaths/observations

Adjusted HR

(n/N) Unadjusted HR

Adjusted HR

(n/N) Unadjusted HR

Adjusted HR

Unadjusted HR

(n/N)

Categories

Ref
1.08 (0.68, 1.83)

Ref
1.21 (0.77, 1.93)
1.93 (1.27, 3.05)

56/4,160

Ref
1.30 (0.88, 1.92)

Ref
1.60 (1.15, 2.18)
1.73 (1.25,2.33)

77/4,160
203/5,327

Ref
1.08 (0.84, 1.39)

Ref
1.26 (1.08, 1.51)

216/4,160
717/5,327
318/2,260

(exposure)’

PFAS excluding PFOA
Low

118/5,327

Medium

High
PFAS excluding PFOS

1.68 (1.06, 2.89)

74/2,260

1.54 (1.03,2.32)

92/2,260

1.40 (1.08, 1.86)

1.63 (1.30, 1.99)

(exposure)b

Low

Ref
0.86 (0.53, 1.36)
0.93 (0.55, 1.57)

Ref
1.01 (0.65, 1.60)
1.04 (0.70, 1.63)

75/4,133

Ref
1.16 (0.79, 1.69)
1.08 (0.69, 1.80)

Ref
1.40 (1.05, 1.97)
1.25 (0.90, 1.76)

104/4,133

Ref
1.11 (0.90, 1.44)

0.86 (0.65, 1.13)

Ref
1.34 (1.09, 1.64)
1.04 (0.88, 1.24)

375/4,133
653/5,180

116/5,180

191/5,180

Medium
High

77/2,434 57/2,434

223/2,434
Note: HRs were estimated using Cox proportional hazards models and were weight adjusted using NHANES-specified sampling weights. Missing data on covariates were processed using multiple imputation algorithm. Samples with test values

below the LOQ were substituted with the value of the LOQ divided by the square root of 2. BMI, body mass index; Ccr, creatinine clearance rate; CI, confidence interval; HR, hazard ratio; LOQ, limit of quantification; NHANES, National

Health and Nutrition Examination Survey; PFAS, per- and polyfluoroalkyl substances; PFOA, perfluorooctanoic acid; PFOS, perfluorooctane sulfonic acid; Ref, reference.

“HRs were adjusted for sex, age, race/ethnicity, smoking status, alcohol intake, physical activity, hypertension, BMI, Ccr, serum total cholesterol, serum cotinine, and serum PFOA concentrations (categorized into three groups based on

tertiles).

"HRs were adjusted for sex, age, race/ethnicity, family income, smoking status, alcohol intake, physical activity, hypertension, BMI, Ccr, serum total cholesterol, serum cotinine, and serum PFOS concentrations (categorized into three groups

based on tertiles).
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to 109,000 (95% CI: 20,000, 188,000) heart disease deaths and
106,000 (95% CT: 20,000, 176,000) cancer deaths annually from
1999 to 2015 (Table 5).

From 2015 to 2018, with the decline of serum PFOS concentra-
tions among U.S adults, the proportion of the population with se-
rum PFOS concentrations at >17.1 ng/mL decreased to 4.6%,
whereas the proportion of the population with serum PFOS concen-
trations <7.9ng/mL increased to 75.0%. Based on the proportion
of each category, the estimated population attributable fractions
were 2.5% (95% CI: 1.0, 4.3) for all-cause mortality, 2.8% (95% CIL:
0.4, 5.8) for heart disease mortality, and 3.2% (95% CI: 0.5, 6.5) for
cancer mortality, equivalent to 69,000 (95% CI: 28,000, 119,000)
all-cause deaths, 18,000 (95% CI: 3,000, 37,000) heart disease
deaths, and 19,000 (95% CT: 3,000, 39,000) cancer deaths annually
from 2015 t0 2018 (Table 6).

Sensitivity Analysis and Examination of Effect Modification

No appreciable attenuation was observed from the results of the
primary analysis on PFOS when we made several adjustments on
the evaluation method of covariates, such as other six PFAS
exposures, age, blood pressures, Healthy Eating Index, and smok-
ing status, nor in the analysis excluding subjects who died within
a year of the blood draw (Table S5).

Results of the examination of effect modification are provided
in Table 7 and Tables S6 and S7. Compared with male partici-
pants, female participants had significantly higher risk for all-
cause mortality [HR =1.98 (95% CI: 1.37, 2.86) vs. 1.23 (95%
CI: 0.85, 1.78); p<0.001 for interaction] (Table 7). Participants
without diabetes showed significantly higher risk than partici-
pants with diabetes for all-cause mortality [HR =1.76 (95% CIL:
1.30, 2.39) vs. 1.13 (95% CI: 0.67, 1.88); p=0.011 for interac-
tion] (Table 7).

Discussion

Results of our study suggest that serum PFAS were associated with
increased risks of all-cause, heart disease, and cancer mortality in
U.S. adults. In our study, PFOS contributed a large part to the
strength of the PFAS—mortality association. Assuming a causal
relationship, PFOS exposure was associated with ~ 382,000
deaths in U.S. adults annually from 1999 to 2015, and the num-
ber decreased to 69,000 annually from 2015 to 2018.

As persistent contaminants, PFAS bioaccumulate via food
chains and have a long half-life.** In contrast to most persistent
organic pollutants, which accumulate in fatty tissues,> most
PFAS bind to serum proteins, resulting in the highest levels of
PFAS in highly perfused tissues, such as the liver and kidneys,
rather than lipid tissues.** The mechanisms mediating PFAS
action are largely unknown. Proliferator-activated receptor alpha
(PPARa), a crucial factor regulating lipid metabolism and inflam-
mation,” is a potential target of PFAS. However, despite results
from laboratory studies that have reported the transcriptional activa-
tion of animal and human PPARa-related genes in the liver by
PFAS exposure at concentrations >10 puM, those concentrations are
several magnitudes above the average serum concentrations in the
Western population, suggesting that PPARa may play only a minor
role in potential PFAS-mediated adverse effects at environment-
relevant doses.>”

In humans, the clearance half-life is in the range of 2-3 y for
PFOA, and 3-4 y for PFOS. 1438 The long clearance times, together
with the relatively high-exposure level peculiarity, accounts for
the highest detectable rates and concentrations of PFOS and
PFOA in human blood.” With growing evidence supporting the
links between single PFAS (especially PFOA and PFOS) and
human health outcomes, including cancer,” dyslipidemia,'*>°
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Table 5. Population attributable fractions [% (95% CI)] of PFOS for all causes, heart disease, and cancer mortality in the NHANES follow-up study from
1999-2014 to 31 December 2015 (n=11,747).

Serum PFOS concentrations decline from

Deaths/observations (1/N) >17.1 to <7.9ng/mL (tertile 3 to tertile 1)

<7.9ng/mL >17.1ng/mL Adjusted HR Attributable fraction Average number of Avoidable deaths
Cause of death (tertile 1) (tertile 3) (95% CI) [% (95% CI)] deaths (1999-2015) (n) [n (95% CI)]
All causes 199/3,886 680/3,944 1.57 (1.22,2.07) 15.4 (7.1,23.7) 2,480,636 382,000 (176,000, 588,000)
Heart disease 62/3,886 181/3,944 1.65 (1.09, 2.57) 16.9 (3.1,29.2) 643,525 109,000 (20,000, 188,000)
Cancer 39/3,886 130/3,944 1.75 (1.10, 2.83) 18.7 (3.5, 31.1) 567,441 106,000 (20,000, 176,000)

Note: HRs were estimated using Cox proportional hazards models and were weight adjusted using NHANES-specified sampling weights. Other adjusted variables include PFAS
excluding PFOS (categorized into three groups based on k-means algorithm), sex, age, race/ethnicity, education, smoking status, physical activity, hypertension, healthy eating index,
Cecr, serum total cholesterol, and serum cotinine. Missing data on covariates were processed using multiple imputation algorithm. Samples with test values below the LOQ were substi-
tuted with the value of the LOQ divided by the square root of 2. Ccr, creatinine clearance rate; CI, confidence interval; HR, hazard ratio; LOQ, limit of quantification; NHANES,

National Health and Nutrition Examination Survey; PFAS, per- and polyfluoroalky! substances; PFOS, perfluorooctane sulfonic acid.

immune dysfunction,14 and cardiovascular disease,*® further
research taking into consideration the coexposure of multiple PFAS
may provide more reliable evidence to reflect the health impact of
PFAS mixtures. Most populations are exposed to the multiple-
PFAS mixture. A previous study reported a significantly higher risk
for all-cause mortality among people from PFAS-contaminated
municipalities in comparison with uncontaminated ones with simi-
lar socioeconomic status and smoking habits.*! Increased risk of
mortality was also observed in factory workers producing PFAS
compared with metalworking factory workers.*?

Our study used an unsupervised clustering model and found
positive associations between PFAS mixtures and all-cause, heart
disease, and cancer mortality. Although no significant association
was observed for PFOA, we did find positive associations between
PFOS exposure and all-cause, heart disease, and cancer mortality
after adjusting for serum concentrations of other PFAS, and there
was no significant association between PFAS mixture exposure
and mortality after excluding PFOS. These results suggest that
PFOS, not PFOA, probably contributes to the strength of the
PFAS-mortality association observed in this study. Notably, se-
rum PFOS concentrations in this study were not as high as reported
in previous research among people who were exposed to PFAS-
contaminated water,*** indicating that people exposed to PFOS
at levels lower than those in the contaminated regions may be at
risk. Although the mechanism by which PFOS increases cancer
mortality is unknown, it was reported to induce/enhance malignant
phenotypes in human cells.*>*® Basic research regarding PFOS
and heart disease is more limited than PFOS and cancer. A recent
animal study revealed that PFOS induced inflammatory infiltration
in rat heart tissues and increased expression levels of myocardial
injury markers.*’ However, whether the observed association
between PFOS and heart disease mortality is mediated by the direct
cardiotoxicity of PFOS or is a consequence of its toxicity to other
organs/tissues remains to be explored.

The different outcomes regarding PFOA and PFOS we observed
in this study may be explained from two aspects. First is the dif-
ferent toxicological mechanism between PFOA and PFOS.
Previous studies have proved that PFOA and PFOS have different
actions in vivo and induce different phenotypes.48_5 ! Besides, the
different exposure levels between PFOA and PFOS may also
result in the different outcomes (serum PFOS concentrations
were significantly higher than PFOA in this study: 10.96 +0.12
vs.3.09+0.03 ng/mL).

Our study also found that the association between PFOS ex-
posure and all-cause mortality was stronger among women. As
a chemical that has endocrine disruptor potential, % the actions
of PFOS in vivo are likely to be affected by the types and levels
of hormones. Recent studies revealed that PFOS could disturb
androgen/estrogen homeostasis in women and interfere with the
function of estrogen,ﬁ_55 and that may lead to the increased
risk of estrogen-related diseases, such as breast and ovarian
cancer,’®*’ resulting in the increased risk of mortality observed
in women. We also observed that the PFOS—mortality association
was stronger among people without diabetes when compared with
people with diabetes; further interventional/experimental studies
are needed to identify a potential mechanism for this observation.

Limitations of this study include, first, the potential for residual
or unmeasured confounding. Despite adjustment for an extended
range of covariates and PFAS mixture, residual confounding with,
for example, dietary fiber intake, which was poorly measured in
our study but was reported to have a negative association with se-
rum PFAS levels,5 8 cannot be entirely ruled out. Other uncommon
PFAS and environmental chemicals could also lead to confounding
in the observed association. Second, as a volunteer-based cohort,
participants in the NHANES were more often people with health-
conscious behaviors and higher educational levels than the general
U.S. population.”” Although sample estimates were weighted to
reflect the demographic composition at the given time, populations

Table 6. Population attributable fractions [% (95% CI)] of PFOS for all causes, heart disease, and cancer mortality in the NHANES participants from 2015 to

2018 (n=3,922).

Serum PFOS concentrations decline from >17.1 to <7.9ng/mL

Avoidable deaths
[n (95% CI)]

Average number of deaths
(2015-2018) (n)

Adjusted HR Attributable fraction
Cause of death (95% CI)* [% (95% CI)]
All causes 1.57 (1.22,2.07) 2.5(1.0,4.3)
Heart disease 1.65 (1.09, 2.57) 2.8(0.4,5.8)
Cancer 1.75 (1.10, 2.83) 3.2(0.5,6.5)

2,777,397 69,000 (28,000, 119,000)
642,985 18,000 (3,000, 37,000)
598,087 19,000 (3,000, 39,000)

Note: Ccr, creatinine clearance rate; Cls, confidence intervals; HR, hazard ratio; LOQ, limit of quantification; NHANES, National Health and Nutrition Examination Survey; PFAS,

per- and polyfluoroalkyl substances; PFOS, perfluorooctane sulfonic acid.

“HRs were derived from the follow-up data from NHANES participants from 1999-2014 to 2015.

HRs were estimated using Cox proportional hazards models and were weight adjusted using NHANES-specified sampling weights. Other adjusted variables include PFAS excluding
PFOS (categorized into three groups based on k-means algorithm), sex, age, race/ethnicity, education, smoking status, physical activity, hypertension, healthy eating index, Ccr, serum
total cholesterol, and serum cotinine. Missing data on covariates were processed using multiple imputation algorithm. Samples with test values below the LOQ were substituted with
the value of the LOQ divided by the square root of 2.
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Table 7. Potential effect modification of the key characteristics on the relation between PFOS exposure and all-cause mortality in the NHANES follow-up

study from 1999-2014 to 31 December 2015 (n=11,747).

Deaths/observations (1n/N)

Adjusted HR (95% CI)

Characteristics <7.9ng/mL (tertile 1) >17.1ng/mL (tertile 3) >17.1 vs. <7.9ng/mL (tertile 3 vs. tertile 1) p for interaction”
Age (y) 0.064
<50 47/2,606 45/1,702 1.03 (0.46, 2.23) —
>50 152/1,280 635/2,242 1.35 (1.02, 1.78) —
Sex <0.001
Male 102/1,382 418/2,381 1.23 (0.85, 1.78) —
Female 97/2,504 262/1,563 1.98 (1.37, 2.86) —
Race/ethnicity 0.556
Non-Hispanic White 112/1,527 419/1,953 1.72 (1.23, 2.40) —
Non-Hispanic Black 32/674 129/992 2.33(1.38,3.91) —
Mexican American 35/821 94/610 2.16 (1.07, 4.36) —
Other 20/864 38/389 1.59 (0.69, 3.65) —
Smoking status 0.127
Never smoke 83/2,259 278/2,012 1.99 (1.34, 2.95) —
Past or current smoker 116/1,627 402/1,932 1.67 (1.18, 2.36) —
Hypertension 0.299
No 135/3,356 387/2,997 1.57 (1.11, 2.23) —
Yes 64/530 293/947 1.59 (1.08, 2.36) —
Diabetes 0.011
No 139/3,477 530/3,488 1.76 (1.30, 2.39) —
Yes 60/409 150/456 1.13 (0.67, 1.88) —
Obesity 0.981
No 128/2,446 461/2,620 1.86 (1.33, 2.60) —
Yes 71/1,440 219/1,324 1.78 (1.15, 2.73) —
Renal function [Cer (mL/min)] 0.291
Normal (>70) 99/3,472 335/3,157 1.55(0.89, 2.67) —
Impaired (<70) 100/414 345/787 0.72 (0.34, 1.56) —

Note: HRs were estimated using Cox proportional hazards models and were weight adjusted using NHANES-specified sampling weights. Other adjusted variables include PFAS
excluding PFOS (categorized into three groups based on k-means algorithm), sex, age, race/ethnicity, education, smoking status, physical activity, hypertension, healthy eating index,
Cecr, serum total cholesterol, and serum cotinine. Missing data on covariates were processed using multiple imputation algorithm. Samples with test values below the LOQ were substi-
tuted with the value of the LOQ divided by the square root of 2. —, not applicable; Ccr, creatinine clearance rate; CI, confidence interval; HR, hazard ratio; LOQ, limit of quantifica-
tion; NHANES, National Health and Nutrition Examination Survey; PFAS, per- and polyfluoroalkyl substances; PFOS, perfluorooctane sulfonic acid.

“p for interaction was calculated by log-likelihood ratio test.

beyond those included in the models could also affect the accuracy
of the observed trends.®® Accordingly, we may have underesti-
mated the associations due to a lower contrast between extreme ter-
tiles of PFAS/PFOS exposure. Third, a relatively small number of
deaths from some specific causes make it infeasible to analyze
deaths attributed to other causes. Given that we used mortality as
an outcome, our results do not reflect the association between
PFAS exposure and nonfatal heart disease or cancer. Although
we found significant associations between PFAS mixture/PFOS
exposure and all-cause mortality, deaths from causes likely not
associated with PFAS mixture/PFOS exposure, such as acci-
dents, were also included in the analysis. In addition, serum
PFAS concentrations are measured only at the time when sub-
jects were enrolled, so these data cannot reflect the change of
exposure levels during the follow-up period. Last, but also impor-
tant, using HRs derived from the follow-up data of NHANES partici-
pants from 1999-2014 to 2015 cannot accurately reflect the HRs for
participants from NHANES 2015-2018, so the population attribut-
able fractions for 2015-2018 are only rough estimates. Considering
the decline of the PFOS exposure levels in the entire U.S population,
HRs for participants from NHANES 2015-2018 would be lower
than those for participants from NHANES 1999-2014, so we can
conclude that the real population attributable fractions for 2015
to 2018 would be no larger than the estimated values in this
study.

In conclusion, we observed a positive association between
PFAS mixture exposure and mortality among U.S. adults. Results
also suggest that PFOS, not PFOA, contributed in large part to the
strength of the PFAS—mortality association, especially for women
and people without diabetes. The decline of PFOS exposure levels
in the United States reduced the number of deaths associated with
PFOS from 1999 to 2018.
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